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£ 000 | INITIAL COMMENTS  Fooo
, This Plan of Correction is the center’s credible
allegation of compliance.
An :innual recertification survey and Complaint
inve stigation #'s 25683, 256839, 25898, and ﬁiﬂf‘l’;‘i’iﬁiﬁ%ﬂ' m;;*:{ i’fﬁffé m;ﬂ;iﬁ”ﬂ"
26036, were completgd on July 13, 2010, through poovider of the imith of the facts alleged or conchasions
July 15, 2010, at Madison Healthcare. No sef forth in the statement of deficlencies. The plan of
defi siencies were cited related to Complaint corraction Is preprred and/or executad solely because
inve stigation #'s 25683, 25839, and 25898, under it is required by the pravisions of federal and stage low,
42 UFR Part 483.13, Requirements for Lang
Ter n Care Facilities. Deficiencies were gited for F 243 _ 872010
Corplaint investigation #26036. It is (be practics of thiz facility to prqvlde for
F 2481 483 15(f)(1) ACTIVITIES MEET F 248| anongoing program of activities designed to
$5=p | INTZRESTS/NEEDS OF EACH RES meet, iv accordatiee with the comprehensive
assessment, the interests and the physical,
The facility must provide for an engoing pragram menial, and psychosocial woll-being of each
of zctivities designed to mest, in accordance with resident.
the comprehensive assessment, the intarests and
the physical, mental, and psychosocial well-being The DNS and ADNS reviewead and adjusted
of e ach resident. the C.N.A. schedule July 20, 2010 for
Resident # 5 to ensure staff bas adequate
time-to have resident up in powerad
Thi: REQUIREMENT is not met as gvidenced wheclchair and attend the activities of her
by: choice.
Bar ed on medical record review and interview the
fac lity failed to provide assistance nesded to An interview with all residents will be
atte nd activites, for one resident (#5), of twenty conducted by the Activity Director and
res dents reviewed. Activity Assistant no later than August 3,
2010 to ensure they have the opportunity to
The: findings inciuded: attend the activities of their choice. The
Activity Director, Activity Assistant, DNS,
Re sident #8 was admitted to the facility, on and ADNS will review the outcome of the
Aunust 12, 2009, with diagnioses of Multiple interviews no later than August 6, 2010 and
Sclerosis. Medical record review of the Minimum make the necessary corrections related 1o
Da a Set (MDS) dated June 28, 2010, revesled nussing schedules to ensure ail residents
the resident was dependent on staff for dressing . have the opportunity to attend the activities
anil transfers. Medical record review of the care of their choice. Resident's PJan of Care
plan dated June 30, 2010, reyealed "...observe (POC) will be updated as needed.
for resident up in electric wheelchair and .
enuourage participation in special events and Re-training for C.NLA. was provided by the
acfivities of interest such as bingo...Coordinate | | Staff Development Coordinator (SDC),
LABORATORY DIE 5CTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLURE TIfLE (X8} DATE
g.‘ ' VA /b /7
Any deﬁciency,uﬂ tement ending with daterisk (*) denates a deficiency which the institution may be excused ftom comacting prpﬁfding is determined that
other safeguards srovide sufficient protection ta tha patients. (See instriuctions.) Except for nursing homnes, the findings stated above are ditclosable 90 days

following the data of survey whether or not a plan of corractlon is provided, Far nursing homes, the above findings and pfans of conection are dis¢losabla 14
days following the date these documents are made available to the facility, if deficiencies are cited, an approved plan of correction is requisite to continued
program particips fon,
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(X 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {t ACH DEFICIENCY MLIST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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) ] DEFICIENCY)
F248; Contiued From page 1 F 248 This Plan of Correction Is the ceter's credible
‘i vFvith 1 Ursing for resident to be up and ready for aflegation of compiiance.
| Fridas morming Bingo..." Medicai record review of ) , . )
& Social Services note dated June 23, 2010, o ot o o i plan of orrectin
raves led "...upset that (resident) can't be up for provider of the truth of the facts alleged or conciusions
prefe red activities somedays... This has been’ -rﬂfmt?;o iﬂ:’it mfin;m dzzﬁcmcﬁ' ﬂe ifn of -
i H : COrraclion iy pre or. £XF soie L 1A
| iﬁ; \n;gh so (resident) can be up when (resident) s rec g mdiy e orovisions of fedora e e
; . : F 243 Continued
Inten iew with the resident on July 13, 2010, at . . :
2:00 m, in the resident’s room, évealed the Director °f§mf”g (DNS), and ﬁ‘f‘mﬂt
resid snt wanted to attend the Binge games at Dzzectﬁr :l’flo;rjmg (ADNS) on July 22, 31
- 1000 a.m., on Saturday, Monday, and Friday. an 5.3_'3 uicd Aug, 1, 2010 regarding
Cont nued interview with the resident ravealed the providing residents the opportunity to attend
resid 2nt had been rarely able to attend the bingo the activities of their choice to e:;.hance the
gamis related to staff not getting the resident physical, mental, 20d psychosocial weil-
dres: ed and transferred to the power wheelchair being of each resident. » )
by 10:00 a.m., to participate on the momings of The Activity Director or Activity Assistant
the s sheduled binga. will aceify the DNS, ANDS, and / or
Nursing Supervisor daily of residents who
inter iew with the Activity Director, in the activities werc unable to attend agtivities dug to
roorT, on July 14, 20102’& 1:45 p.m., revealed nursing scheduling issues. The DNS, ADNS,
bingc games were scheduled at 10:00 a.m., on and Activity Director will develop an action
Montlays, Fridays, and mast Saturdays. plan to coordinate mursing schedules to
Cont nued interview with the activity director ensure residents have the opporturity to
; confi med the resident did like o attend bingo attend activiies. , -
gamris, but required staff to dress and transfer The Activity Divector and/or Activity
the rasident into the power wheelchair. Further Assistant will audit the activity attendance
inter iew with the activity director confirmed the records weekly for 4 weeks or until
resid 2nt was able to drive the chair independently substantial compliance is achieved and
to the: hingo game. Interview with the activity wonthly thereafier to review compliance,
director confirmed since June 28, 2010, the The Activity Director will report the results
resic ent had attended the hinga games oniy one of thesc audits, along with any correetive
time (July 2, 2010). and / or dlscu_almary action to the .ﬁmmty
F 281} 483.20(k)(3)(() SERVICES PROVIDED MEET |  F 291 pecformance improvement comumiitice
$8=p | PRCFESSIONAL STANDARDS i (Administrator, DNS, ADNS, SDC, Social
; } Setvice, Activities Direstar, Case Manager,
| The services provided or arranged by the facility MDS Coordinator, Maintenance Supcrvisor,
mus meet professional standards of quality. and Medical Director at least quarterly) at its
I monthly meeting for review and 8/17/2010

:_recormmendations as indicated, i
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F 281 | Con inued From page 2 F 281
This Flam of Correction is the center's eredible
This REQUIREMENT is not met as evidenced allegation of compilance.
by: ; - Preparation andior cxecuzion of this plan of correction
Bas 2 on medical record raview, observation, does noi conttitute adwmission or agreement by the
and interview, the facility failed to obtain a provider of the truth of the fucts afleged or conclusions
phy:sician's order for axygen administratian for -‘ﬂﬂﬂz‘: ::';:;;;if:;*:n 3); :ﬁxﬁ;ﬁ; %iﬂ: m‘i‘»;
one resident (#7) and failed to obtain and follow O eairod oy the Y i stote fon.
| phy:sician's orders for one resident (#17) of twenty His requirod by the provisions of fereral and taic v
resi lents reviewed. F 281
- . ) It is the practice of this facility for the 8/17/2010
The findings included; services provided or arranged by the facility
Retident #7 was readmitted {o the facility on May meet professional standards of quality.
21, 2010, with diagnoses including Chronie - . .
Ob tructive Puimonary Disease, Atherasclerotic Th?’,}ﬂ’;;ﬁ%néz ﬁeimmt’m"ﬁed
He: rt Disease, Bladder Cancer, and a history of a on Jix 4 revi P ¢ the medical secord
Cer 2bral Vascular Accident. intervicw and review of the medical FEGaras
he uscs oxygen per NC @ 2L (per minutc)
Me fical record review of a Resident Progress m“?:l’“e;:‘fngﬁ:x"’d“ ‘””r‘;gﬁe“mf“
Nofz, dated June 1, 2010, at 12:05 a.m., revealed resident 1o i ;ﬁiﬂd‘l’;" i tI;ﬁ »
»...0)2 {oxygen} @ (at) 2L (liters) / (per) minute via “ﬂ%{? ga;; dm:no‘fb(’:{’l:e ated
N/C (nasal cannula)...” Medical record review of 7 h o0 o and | - upda
a Fesident Progress Nate dated June 1, 2010, at nad cavent with physiian ordets.
10:30 a.m.,, revealed "...02 ¢onts {(continuously) ) . , \
@ 1L pm (per minute),.." Medical record review Residents using oxygen at bedside will be
of ;1 Resident Progress Note dated June 4, 2010, assessed and yedical record audited to
110:15 a.m., revealed "...on 02 @ 2L..." and on determine adherence to P]}?m‘a“ orders by
Jur e 18, 2010, 10:30 a.m., "..on 02 @ 2Livia August 4, 2010, Resident’s POC will be
N/ updated and cumment with physician orders as
needed. . . "
| Me dical record review of Physician's Orders Re-traiping for licensed nursing stafl was
| Daed June 1, 2010, through June 30, 2010, provided by the SDC, DNS, and ADNS on
‘ revealed no arder for oxygen administration. July 21, 24, 25, 2010 regarding: a)
precadures to assurc physician orders have
‘ Ok servation on July 14, 2010, at 8:10 am,, in the ! been received or standing physician orders
i ret ident's room revealed, the resident lying in bed have been properly followed f?“
| wz tching television. Continugd observation incerventions based upon physical
rev ealed, an axygen concentrator at the bedside, assessment; b) follom_r up with ER .
1 oX rgen tubing in a plastic bag hanging from the department when resident returns with no
discharge instructions or family or resident
FORM CMS-2567(0 2-83) Previous Varsions Obsoleta - Event 10:8GDN11 Faclity ID: TN1915 If continuation sheet Page 3 of 13



@7/29/2818 11:16 6158584455

DEPARTMEMT OF HEALTH AND HUMAN SERVICES
CENTERS F12R MEDICARE & MEDICAID SERVICES

MADISON HEALTHCARE PAGE @5/29

PRINTED: 07/19/2010
FORM APPROVED
OMB NQ, 0835-0391

STATEMENT OF D IFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF COF RECTION IDENTIFICATION NUMBER:
445075

{X2) MULT|PLE CONSTRUCTION {X3} DATE SURVEY
COMPLETED
A BUILDING
B. WING
07/15/2010

NAME OF PROVICER OR SUFPLIER
MADISON HE ALTHCARE

STREET ADDRESS, CITY, STATE, ZIP CORE
421 LARKIN SPRING RD

MADRISON, TN 37115

front of the concentrator, Observation revealed
the sxygen tubing was dated 7/8/10 and the
con :entrator was turned off.

Inte view with the resident on July 14, 201Q, at
10:° 0 a.m. revealed, “...1 use it (Oxygen)

son etimes when | need it, They turn it on for
me. -.if

Inte view with the Director of Nursing on July 14,
2012, at 13:20 &.m., at the Nurses Station,
coniirmed the resident had received intermittant
oxy yen without physician's order.

Retident #17 was admitted {o the facility on May
28, 2010, with diagnoses including

Ga: troesophageal Reflux Disease,
Sctizophrenia, Obsessive Compulsive Disarder,
Bul mia and was discharged from the facility on
Junza 14, 2010.

Meslical record review of a Resident Progress
Nolz dated May 28, 2010, revealed ",..c/o

(co nplaints of) Abdominal Pain...Zofran was
givemn prior to shift start...then Maalox at 2100

(900 p.m.)«no relief-call oncall...send ta ER

{er ergency rcom}.,."

Me fical record review of a Resident Progress
Nole dated June 4, 2010, revealed "...Clarification
of Fntry 5/30 Pt's mother called from ER and

sta ed...'had a prescription of Carafate-and Pt
{paient) was Dx (diagnosed) (with)
ulers'...inquired about filling prescriptian which 1
sta ed that was not our policy and it would not
1ak 2 as long to fill this through us-no paparweri
wa:s sent when patient amived from ER. No

ord 2rs or prescription delivered... Pt arrived close
fo{ AM.."

(A3 ID SUMMARY STATEMENT OF DEFICIENCIES : D PROVIDER'S PLAN OF CORRECTION P
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG IEGULATORY OR LSC IDENTIFYING INFORMATIQN) TAG CROS$$-REFERENCED TO THE APPROPRIATE DATE
1 DEFICIENCY)
—
F 281 | Corlinued From page 3 F 281

This Plan of Correction is the canter’s credibic
aflegation of campliance,

Preparation and/or execution of this pian of corvection
does not constitute admission or agreement by the
provider of the truth of the facts allaged or conchusions
set forth in the staterment of deficiencies. The plan of
eorrection is prapared andfor exeented sofely because
itis required by the provisions of federal and siate law.

F 281 Contitued

indicates ER staff gave specific verhal
instructions. The nurse signing and noting a
new order is responsible for following '
throvgh to assure all directive of that order
are put info place.

The DNS, ADNS, or Nursing Supearvisor
will complete weekly audits for at least one
month or ungil substantial comphiance is
achieved then monthly for three months then
guarterly for six months to review
complianee. The DINS and/or ADNS during
the weekday morning meeting will review
the 24 bour nursing report for any resident
ER visits and review affected records to
ensure timely implementation of any
physicign orders related to the ER visit if any
has been completed and/or initiated.

These andits will be maintained by the DNS.
The IDNS will report the resuits of these
audits, along with any corrective and/or
disciplinary action to the facility
performance improvement committec
(Administrator, DNS, ADNS, SDC, Social
Setvice, Activities Director, Case Manager,
MDS Coordinator, Maintenaoce Supervisor,
and Medical Director at Jeast quarterly) at its
monthly meeting for review and
recoramendations as needed. 8/17/2010
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F 281 | Cor tinued From page 4 F 281 B
This Plfm o Correc‘uan Is the center’s credible
Me: fical record review of the Discharge allegation of compliance.
Insiructions dated May 28, 2010, from the Proparation andfor execution of this plan of correction
Em 2rgency Room, revealed *...Peptic Ulcer does nof constinas admission or agreement by the
Dis 2as6 VS (versus) Gastritis... Your f:ff‘:ﬁ: g :}’:: ;mg;fgﬁiﬁcﬁﬁf ";;:"ﬁ':{;"’
Prescriptions: Carafate Oral Suspension 1 GM Casraceion is prepared erellor eovnted solely because
(grsim)/10 mi {miililiters) 2 teaspoonsful before it is required by the provisions of federal and state law.
me als and at bedtime...Follow Up Information on
5/2 32010 this patient was treated in the F37) 8/17/2010
Em ergency Depariment... The patient was asked Jt is the practice of this facility to 1) Procure
to fillow up in 3 to 5 days...” food from svurces approved or considered
) . satisfactory by Federal, State or Iocal
Interview an Juiy 14, 201 0, at 9:45 a.m., with the authorities; and 2) Store, prepare, distribute
Dir sctor of Nursing, in the conference room, and serve food mder sanjtary conditions.
cor firmed the order {or the Carafate had not been 1. The can opener blade and slot were
obi zined by the facility and the Carafate was cleaned of deied and sticky debris,
never administered to the resident. Tuly 13, 2010. The can opener will
be mounted flush to the table and
c/O #2@36 sealed to prevent debris from
ss=F | 5T JRE/FREPARE/SERVE - SANITARY underside of the base by 8/10/2010.
» 2. July 13, 2010 the blades on the
The: facility must - slicer were cleaned of dried debris,
{1) Procure faod from sources approved or the food slide was cleancd of a
col |sid_e_red satisfactory by Federal, State or local biack greasy smear, and the food
aufhorities; and o holder and attachments and cleats
{2) Store, prepare, distribute and serve food " were properly cleaned.
urvJer sanitary conditions 3. July 15, 2010 the range top burners,
back-gplash were cleaned of
: blackened debris and spill pan
cleaned of dried, bunt food debris,
and black debris,
| Ths REQUIREMENT is not met as evidenced 4 i?ﬁgfﬁ_?n%ﬁgfﬁﬁgm
by - Py .
Based on cbservation and interview the facility 'ti’; ‘;{‘t :gg: l;:g‘:f:;:ﬁ g?gnl:lne
fai ed to maintain kitchen equipment in a sanitary accumulation of debris
m: nner; failed to maintain resident.tray line food )
at sr above 140 degrees Fahrenheit (F); and | The sanitizer mochanisn wes jmmediately
FORM CMS-2587(0 1-89) Previous Versfons Qbsalete Evant 10:9G0N11 Faeility 1> TN1915 If continuatlan sheet Page 5of 13
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F 371 Contihued From page 5 F 371 "

faild fo sanitize dishes processed through the
dish machine,

The: findings included:

Ob:ervation on July 13, 2010, beginning at 10:28

a.rr ., and 3:45 p.m., of the dietary depariment
eqLipment revealed the following:

1.) The can opener blade and slot had a buitd-ug
of cried and sticky debris. The can opener base
wat not aftached flush to the tabie top and had a
buii 3-up of dried and greasy debris on the
uncerside of the base and the table surface.

2,) The slicer was covered with a plastic bag.
Fur her observation revealed the slicer had dried
detris attached to both sides of the blade, The
foor! slide had a black greasy smear. The food
holler attachment and cleats had dried particles
attz ched.

3.) The range top, bumers and back-splash had
a th'ck accumulation of blackened debris. The
rane spill pan had a deep iayer of dried, burnt
foor| debris including a heavy accumulation of
biack debris on the surface of the foif lining and
the surface of the spill pan.

4.) The reach-in refrigerator, with buil-in racks,
con aihing tray line food items and praduce had
an ¢ .ccummulation of debris built-up an the floor of
the -efrigeration unit.

Inte view, with the Dietary Manager, present

duri 1y the abave observations on July 13, 2010,
beg nning at 10:28 a.m., and'3:45 p.m., canfirmed
\ the >an apaner blade, slot and underside of the

This Plan of Correction Is the center's ersdible
| alfegation of compliance.

Preparation andlor execution of this plan of correction
does not constituly edvitsston or agreement by the
provider of the truth of the faett alleged or conclusions
selforth in the statement of deficiencics, The plan of
correction ¥5 prepared gndfor axecuted solely becanse
it is required by the provisions of federal and state law,

F 371 continned

repaired by an EcoLab technician prior to
the next meal to be served on July 14, 2010
and dishes rewashed prior to ensure they
were properly sanitized,

Re-training of the dietary staff was
completed by the Dictary Manager (DM} on
July 22, 2010 regatding storing, preparing,
distributing and serving food under sanitary
condition, probeating steam table and
maintaining resident my line food at or
above 140 degrees Fahrenheit (F),
documenting dish machine temperatires and
test resulis threo times daily, with every meal
eycle, and notifying DM immediately of any
supplics noeded to assure storing, preparing,
distribution and serving food are done under
sauitary conditions. Failure for staff to
follow policy and procedures for storing,
preparing, distributing, and serving food
under sanitary conditions will lead to
disciplinary actions ap to and including
termination.

The DM and Registered Dietician (RD) will
review the cleaning schedule on July 29,
2010 and make necessary adjustnents. The
DM will re-educate staff August 1. 2010

bas : and table surface had dried, sticky, and regarding cleaning schedule
urta Xy [ accountability to follow schedule. The DM
FORM CMS-2587(02- 1D) Provisus Varslons Csolete Event ID; 9GDN1{1 Faellity ID: TN1@15 If cantinuation sheet Page 6 of 13
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F 371, Co sinued From page 6 F 371 :
gre asy debris present. Further interview revealed This Plan of Correction is the center's credible
the slicer was covered with plastic because it was aliegation of compliance,
Clexan and ready to use. Further interview Preparation and/ar execution of this plan of correction
cor firmed both sides of the slicer had dried debris dors nat constitute admission or agreement by the
att: ched to the blade, Continued interview provider of the truth of the fucty alleged or conclusions

| cor firmed the slicer food slide had a black greasy iﬂ::fo “ :;";;‘M’;‘n %iﬁﬂ?ﬁ;oﬁ;ﬁﬁe

sm 2ar and the foad holder attachment and cleats i '
hac dried particies attached, Continued interview itls raquired by the proviions of foderal and state lav.
cor firmed the range top, burners and back-splash F 371 contimued
hac a thick accumulation of blackened debris. will utilize the Nutrition Services: “Quick
Furher interview confirmed the range spill pan Rounds” P tool five days a week for one
hac a deep layer of dried, burnt food debris month or until substantial compliance has
including a heavy accumulation of black debris on been achieved and determine adherence to
the surface of the foil and the surface of the spiil policy and procedures then 3-3 days a week
par. Further interview confirmed the reach-in thersafter. Quick Ronnds will be done by the
ref gefa*“!" with bmlt.'i" racks, had an ED 1mkl.y. The RD will make weeckiy
accumulation of debris on the unit flcor. rounds with the DM utilizing the Nutrition
Obriervation on July 14, 2010, at 11:34 am,, in e Juiek Rounds' PI tool each vist
the Ruby Roem dining room revealed the dietary immediately, The DM will complets the
cack abtaining the food temperatures. Nutrition Semces “Sanitaﬁo:;.lproo d Safety
Obtiervation revealed the chicken livers in gravy Checklist™ “E valula:ion P > and
wets 130 degrees F, potato wedges were 140 “Evaluation i R mm;?”” ’15“
degrees F, pureed potatoss and pureed meat E"aﬂ:;a on Bimng Review” Pl too ot
wer2 120 degrees F. The food items were monthly 2nd the RD will review monthly for
rerr aved at 11:43 a.m, to be reheated in the main recommendations as peeded.
kitcven. Observation on July 14, 2010, at 11:54 oy s
a1, revealed the food itemi placed back in the The DM will repori the results of these P
Ruiy Room dining room steam table. tools, along with any corrective and/or
Qb ervation revealed the dietary cook obtaining g‘;%m:;;‘;:ﬂag:n?:f‘&ﬂm
the follawing temperatures: potato wedges and L !
pur sed mea?t werg 120 dengES F. bFurﬁmr (Administrator, DNS, Maintenance 8/17/2010
obs srvation revealed two steam table wells were Supertvisor, and Medical Director at least
set an 4 and the center well was set on 5 of 7 quartetly) at its monthly meeting for review
leve Is (7 being the hottest setting). Further and recommendations a3 necded.
obg2rvation revealed the wells and burners were
nat hot to the touch. ’
Ob: ervation on July 14, 2010, at 12:05 p.m., r
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F 371 | Coqtinued From page 7

revealed the Maintenance Director checking the ‘
opuirational status of the steam table in the Ruby l

Rom dining rocm.

Inte.rview, with the Dietary Manager, present
dur'ng the obtaining of food temperatures, and
the cook obtaining the temperatures, in the Ruby '
Room on July 14, 2010, beginning at 11:34 a.m., ‘
cor firmed the chicken livers in gravy were 130
de¢rees F, potato wedges were 140 degrees F,
pur 2ed potatoes and pureed meat were 120
de¢rees F. Further interview revealed the patato
wee'ges had been removed to be reheated

bec ause they were at the lowest acceptable

terr perature. Further interview confirmed the
foor| was reheated, returned to the dining raom
ste:im table with temperatures of 120 degrees F
for 1the potato wedges and the pureed meat.

Cor tinued interview confirmed the steam table
wells were set on 4 and 5 of 7 and the wells and
burtiers were not hot to the touch.

Inte view, with the Maintenance Director at 12:05
p.m, and the Administrator at 1,30 p.m., on July
14, 2010, in the Ruby Room dining room,

reve aled the steam table was operating properly
but 1eeded fifteen minutes ta heat before food
was placed in wells in order to maintain the

temn rerature.

Obs stvation, on July 14, 2010, at 1:38 p.m.,
reve aled the dish machine was in operation and
stafl were stacking dishes info storage units,
Obsg 2rvation of the manufacturer's

rect mmendsation revealed the chlorine sanitizer
was to be a mintmum of 50 ppm (parts per
million). Observation revealed the dietary

emy. loyee working the dirty side of the machine
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) » DEFICIENCY}
F 371| Cortinued From page 8 F 371 "
obtz ined a test strip which yielded no results. This Plan ofCamcf:‘on ir the center's credible
Obszrvation revealed the same employee allegation of compliance.
repe ating the test with a new test strip which also Pre .
. paration and/or execiaion of this plan of correction
yiek ed no results. does not canstitule admission or agreement by the
provider of the truth of the facts alleged or conelusions
Inter view, with the dietary empioyee obtaining the ﬁg:ffa 1: ,f,"; ;-‘;f:;n; %fﬁ;ﬂfﬁ;ﬂ;ﬁ? mejc
sani izer resuits, on July 14, 2010, at 4:38 p.m., ! od . pi
coni rmed both test strips did not yield results. :’rf.cmqmr &y the provisions of federal and stare law,
Furtyer interview reveaied this employee "had F 456 8/17/2010
ruine:d a vial of test strips about three days ago It is the practice of this facility to maintain
and 1ad not tested the dish machine in those all esscntial mechanical, electrical, and
thres: days." Further interview reveaied this . . N .
: A tin,
emp ayee had not informed the Dietary Manager gg::;;g:f © equipment in safe aperating
of tha the "ruined strips." Confitued interview
reve aled the dish machine temperatures and test . . d
resy is were to be documented thrae times daily, maxgpma?tgﬁcmﬂd'mm iy cﬁ_?ﬂ
with avery meal cycle, refrigerator and called the Hobart Service
Inter siew, with the Dietary Manager, present mﬁm ?ﬁc‘::’dﬁt;l?z‘?gm aio:r
durir g the dish machine operation observations, “maintenance emergency” p;r facility
on Jly 14, 2010, at 1:38 p.m., confirmed the tes‘t “Capaui]ta.ltanﬂudget Request and Standard
strip's revealed no results indicating no sanitizer in Requisition Form® #1741616
the sanitizer cycle of the dish machine operation. eq 1018
Furtt er interview confirmed there were no gish . ) " for th
madahine log documentation of the wash and rinse %&M Tl%mmen"pt g&ﬂ‘;ﬁk orde;sn gﬁ’" €
temg eratures or the test sirip results. pmperl;q and give a copy to th“g Exmec iive
Inter iew, with the Maintenance Director, on July th:i“wf (ED3i- E:ng tﬁﬁ:ﬁ;ﬁ%ﬁ:
14, 2010, at 1:40 p.m., revealed the dish machine © . d"‘“‘iﬁony xfmcﬁm 2 to pot the
sanit zer mechanism had malfunctioned and was ORI ment to workise ofder. The Preventive
not pumping the santizer into the machine. ;}:_’“I:MME (PM) schedule will be followed
F 456 | 483,"0(¢){2) ESSENTIAL EQUIPMENT, SAFE F 456 . - tial thechanical, electrical,
$$=£ | OPERATING CONDITION o dasspa”’ﬁmmc are equipment 15 in a safe
N 1 ition. T 2ra
The acility must maintair all essential :ﬁ;ﬁf‘:ﬂf’[ﬁ?m. t:nigdb;;:?h - MD. The
mec! anical, elecirical, and pgtteng care MD will report :.hme ts of PMs performed
equipment in safe operating &onhdition. e rdi.ngmﬁ’;e M pxmesul sohedule slong
! with any cotrective and/or disciplinary
! . "
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. ]- DEFICIENCY)
F 456 Gentinued From page 9 F 456
g}; 5 REQUIREMENT is nat met as evidenced This Plan of Correction Is the center’s credible
. ) _ allegation of compliance.
Ba ied on observation and interview the facility
fail2d to maintain a dietary department two door ??Pdrﬁffoﬂ ;:":ﬁr mﬂ of this plan of wT’cﬁon
o - ' . o8 ol son nor 'ment by the
rez ch-in refrigerator in a safe operational manner. prﬁd;r png: truth of the facts ‘};}%wiymm.-m
i FEforn an Slatement o v
The: findings inctuded:; correction it prepared and;f@mm%ﬁlﬁe
It is raguired by the provisions of federal and state law,
Ob setvations on July 13, 2010, at 10:30 a.m., and
3:43 pm,, and July 14, 2010, at 7:53 a.m.. and F 456 continued
1:4) p.m., revealed a two door reach-in
refr gerator, with built-in racks, containing tray line improvement committee (Administrator,
ikeriis and produce, had pooled water on the ficor DNS, ADNS, SDC, Social Seyvice,
of tie unit and on the rungs of the racks. Further Activities Director, Case Manager, MDS
obs3arvation revealed water on the floor of the unit Coordinator, Maintenance Supervisor, and
wae coming over the lip of the floor and coming Medical Director at Icast quarterly) at ity
out f the hottorn of the door onto the fleor in front monthly mestiog for review and 81712010
of tle unit. recommendations as needed,
Inte view with the Dietary Manager, pregent
durig the observation, on July 13, 2010, at 10:30
2.m, confirmed the two door reach-In refrigerator,
with built-in racks, containing tray line items and
protuce, had pooled water on the fioor of the unit
and on the rungs of the racks and had water
comng out of the door onto the floor, Further
intet view revealed the maintenance staff had
wort ed on it prior and the problem was
con¢ ensation build-up.
intet view with the Maintenance Director, on July,
13, 2010, at 3:45 p.m., and July 14, 2010, at 1:38
p.m. in front of the two door reach-in refrigerator,
with suilt-in racks, containing tray line items and
prod i1ce, confirmed the unit was not processing
the condansation and the condensation was
build ng up and pooling on the floor and rungs.
F 514 | 483.'5()(1) RES F 514
58=p | REC DRDS-COMPLETE/ACCURATE/ACCESSIB
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The ‘acility rust maintain clinical records on each |
resic ent in accordance with accepted professional
stan lards and practices that are complete;

accu rately documented; readily accessible; and
systematically organized.

The slinical record must contain sufficient

infor nation to identify the resident; a record of the
resic ent's assessments; the plan of care and
serv oes provided; the resuits of any

prea imission screening conducted by the State,
and srogress notes.

This REQUIREMENT is not met as evidenced
by

Basid on medical record review, facility policy
review, and interview, the facility failed to gnsure
com Mete documentation in the medica! record for
one esident (#17) of twenty residents reviewed,

The findings included:

Resident #17 was admitted to the facility on May
28, : 010, with diagnoses including

Gag roesophageal Reflux Disease,
Schizophrenia, Obsessive Compuisive Disorder,
and 3ulimia.

Med cal record review of the physician's

adm ssion orders dated May 26, 2010, revealed,
*...C arnitin 10mg po {by mouth) gd (everyday)...”
Med cal record review of the physician's orders
dated June 1, 2010, through June 30, 2010,
reve aled, "...Claritin,..10mg po ad... "

Med cal record review of the Medication Record

MADISON HEZ LTHCARE
THEAR MADISON, TN 37115
{(X4) 1D [ SUMMARY STATEMENT OF DEFICIENCIES ! iD [ PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX 1 EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG F ZGULATORY OR LSC IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TO THE APPRUPRIATE BATE
: : ! DEFICIENCY)
F 514 | Continued From page 10 F 514

This Plan of Corvection is the conter’s credible
allegation of compliance,

Preparation end/or execution gf this plan of eorrection
does not constitule admission or agreemeart by the
provider of the tridh of the facts alleged or conclisions
set forth in the statement of deficiencles. The plan of
correction is prepared andfor exccuted selely because
1t ix required by the provisions of federal and sicle law.

F 514 8/17/2010

Tt is the practice of this facility to maintain
clinical records on each regident it
accordance with accepted professional
standards and practices that are accurately
documented.

Resident # 17 was discharged on June 14,
2010, '

Re-training was provided by the SDC, DNS,
and ADNS to licensed nursing staff on

July 21, 24, 25, 2010 regarding the
“Medication Administration™ policy. Re-
training was provided by the SDC, DNS, and
ADNS to the C.N.A, staff on July 22,
312010 and August 1, 2010 regarding
properly documenting showers on the ADL
Records, The DNS, ADNS, SDC, and / or
Nursing Supervisor will andit a minimum of
25% of the Medication Administration '
Record (MAR) at [east two to three times
weekly until substantial compliance has been
achieved then weekly for one month and
monthly thereafter to assure compliance of
the “Medication Administration” policy. The
" |DNS, ADNS, SDC, ore Nursing Supervisor
will audit 2 mininwm of 25% of the ADL
Records two to thiree times weekly until

FORM CMS-2567(02- 9) Previous Versians Obsdlela
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date d June 1, 2010, through June 30, 2010,
revealed the 2:00 a.m., doses of Claritin 10 mg
Po cdonJune 4, 5, 6, and 12, 2010, circled as
not.idministered, the 8:00 a.m, doses of Clariin
10 g po qd ot June 8, 2010, and June 10, 2010,
blan< as not administered. Medical record review
of the Nurse's Medication Notes (back of

med ication record) revealed na documentation
why the Claritin was circled as not administered
onJined, 5,6, and 12, 2010.

Med cal record review of a Resident Frogess
Note dated May 28, 2010, revealed, "...Resident
¢/o rausea.. given Zofran 4mg (with) good

resu Is...Maalox (at) 2100 (9:00 p.m.)..." Medical
reco d review of the Medicatan Record dated May
| 28, 2010, revealed no documentation the Zofran
or M.1alox was adrinistared.

Medi>al record review of the Flow Sheet Record
datedl June 1, 2010, through June 30, 2010,
revedied, ... Showers 2 x's per week Q (every)
Sat ( Saturday)..." Medical record review of the
Flow Sheet Record dated June 1, 2010, through
June 30, 2010, revealed no docurnentation on
Satw day, June 12, 2010, a shower had been
giver,

Revic w of facility paticy, Medication

XHmo SUMMARY STATEMENT QF DEFICIENGIES n FROVICER'S PLAN OF CORRECTION
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL 1‘ FREFIX | (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) © TAG GROSS-REFERENCED TO THE APFROPRIATE DATE
J[ ! DEFICIENCY)
F 514} Co itinued From page 11 F 514 "
: |J datd May 1, 2010, through May 31, 2010, This Plan of Correction is the centar’s rodible
; revaled the 8:00 a,m., doses of Claritin 10 mg allegation of compliance.
I po n May 29, 30, and 31, blank as not | Preparation andior execution of this plan of correction
adrinistered. Medical record review of the does nof cotstitute admission or agrecmant by the
Nurse's Medication Notes (back of medication pro;ﬁr;f ;ﬁewmfmgj{ﬂw alieged O;hmm;m'j,m
echird) dat set fo ie staterment of deficiencies. The plan o
;0 1:; 3;{8 etdgﬂay;’ 2010, th?ugh ?ﬂayd'?’t‘l' h correction is prepared amior execured solgly because
), Tevealed no ocun_'nga_nta ion related to the ‘ it ix reqteired by the provisions of federal and state law,
adninistration of the Glairitin.
Mex ical record review of the Medication Racord F 514 continued 8/17/2010

substantial compliance has been achieved
then weekly for one month and monthiy
thereafier to assure resident receive showers
as outlined in their POC,

The DNS will report the results of these
audits, along with any corrective and/or
disciplinaty action to the facility °
performance improvement committeo
{Administrator, DNS, ADNS, SDC, Social
Service, Activities Director, Case Manager,
MD$§ Coordinator, Maintenance Supervisor,
and Medical Director at least quarterly) at its
monthly meeting for review and
recommendations as jndicated,
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Adininistration, reveaied "...Documentation on the
res dent’s MAR (medication administration

vec rd) by...the person administering the

me- fication in the space provided under the date
anc on the line for that specific madication dose
adniinistered...if PRN (as neaded) medication is |
adntinistered, initial space provided and on the
ba¢ < of MAR,..Document date, time of
adniinistration, dose, route...Document withheid,
refused...by circling initialed space and providing
an ¢ xplanation of the reverse side of MAR, "

[nte view on July 15, 2010, at 8:00 a.m., in the
con erence room, with the Director of Nursing,
conirmed the documentation was not complete
on t1e Medication Record or the flow shest
rece rd.

C/O #26036
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